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Format of Workgroup

* Discuss prior meeting (high level)
 Topic for the meeting
* Plan and expectations for next meeting

It is ok to ask questions during the meeting and between
meetings. These questions and answers will be shared at
the beginning of each meeting.
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What is Our Why? What Do We Want to
Accomplish?

e Identify how the Health Homes meet the provider standards set forth by the federal government as
well as identify appropriate oversight of those standards.

e Develop a proposal for a payment methodology that is consistent with the goals of efficiency,
economy, and quality of care. The rate will be developed according to the actual cost of providing
each component of the service.

e Review member qualifications in order to propose qualifications that meets federal and state code.

e Update Health Home Services to reflect whole-person team based-care while reducing provider
burden.

e Develop a Quality Improvement model that can be adopted by Integrated Health Homes.

e Develop a proposal to present to the State that encompasses all the forementioned goals.
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s
Ground Rules

* You can respect another person’s point of view without agreeing with them.

» Respectfully challenge the idea, not the person and bring potential solutions.
« Blame or judgment will get you further from a solution, not closer.

* Honest and constructive discussions are necessary to get the best results.

» Listen respectfully, without interrupting.

« Listen actively and with an ear to understanding others' views. (Don’t just think about what you are
going to say while someone else is talking.)

« Commit to learning, not debating. Comment in order to share information, not to persuade.
» Avoid blame, speculation, and inflammatory language.
« Allow everyone the chance to speak.
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-
ODbjectives

* Review of Last Meeting and Workgroup Report

« Continue Provider Standards Deep Dive

— Health Information Technology
— Habilitation and CMH Waiver

« Payment Methodologies
— Health Home Services documentation on the claim.

« Member Qualifications
— MCO/IME Support of Provider Enroliment Activities
— How does CMH and Habilitation fit into this?

— Address the LMHP requirement for FI (propose recommendations)
* Multiple ask for records, incomplete records, refusing to share records.
+ Causes an access to Health Home Services barrier
* Health Home doesn’t want to turn away eligible members
» Causing provider abrasion between LMHP and HH
* Creates bottleneck

« Team Qualifications
— Peer Training (age requirement, additional training, support needs of the IHH)
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Last Meeting

« Completed brainstorming activity questions to assist In
creating robust discussions.

* Questions/Answers
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Consolidated Implementation Guide
Medicaid State Plan — Health Homes

Health
POLICY CITATION

General

Program Authority
Executive Summary
General

REVIEW CRITERIA,

Health ion and Criteria
PPOLICY CITATION

Eligitiie Population
of Partic

and i Provided Health Homes Sarvices
Population Criteria
of parts

REVIEW CRITERIA,

H i Limi
POLICY CITATION

REVIEW CRITERIA,

Health Homes Sarvices
POLICY CITATION

Service
ith Patient Flow
REVIEWW CRITERIA

Health Homes Providers
POLICY CITATION

Types of Health Homes Praviders
Provider infrastructure.

11 Health Home Core Functions

Provide quality-driven, cost-effective, culturally appropriate, and person-
and family-centered health home services.

Coordinate and provide access to high-quality health care services informed
by evidence-based clinical practice guidelines.

Coordinate and provide access to preventive and health promotion
services, including prevention of mental illness and substance use
disorders.

Coordinate and provide access to mental health and substance abuse
services.

Coordinate and provide access to comprehensive care management, care
coordination, and transitional care across settings. Transitional care
includes appropriate follow-up from inpatient to other settings, such as
participation in discharge planning and facilitating transfer from a pediatric
to an adult system of health care.

Coordinate and provide access to chronic disease management, including
self-management support to individuals and their families.

Coordinate and provide access to individual and family supports, including
referral to community, social support, and recovery services.

Coordinate and provide access to long-term care supports and services.

al that coordinates
and integrates all of his or her clinical and non-clinical health-care related

needs and services.

Demonstrate a capacity to use health information technology to link
services, facilitate communication among team members and between the
health team and individual and family caregivers, and provide feedback to
practices, as feasible and appropriate; and

Establish a continuous quality improvement program and collect and report
on data that permits an evaluation of increased coordination of care and
chronic disease management on individual-level clinical outcomes,
experience of care outcomes, and quality of care outcomes at the
population level.

Supports for Health Homes Providers

BB

Delivery System Principles

Demonstrate clinical competency for serving the complex needs of health
home enrollees using evidence-based protocols.

Demonstrate the ability for effectively coordinating the full range of
medical, behavioral health, long-term services and supports, and social
services for medically complex individuals with chronic conditions.

Provide health home services that operate under a “whole-person”
approach to care using a comprehensive needs assessment and an
integrated person-centered care planning process to coordinate care.

Have conflict of interest safeguards in place to assure enrollee rights and
protections are not violated, and that services are coordinated in
accordance with enrollee needs expressed in the person-centered care
plan, rather than based on financial interests or arrangements of the health
home provider.

Provide access to timely health care 24 hours a day, 7 days a week to
address any immediate care needs of their health home enrollees.

Have in place operational protocol, as well as communication procedures to
assure care coordination across all elements of the health care system
(hospitals, specialty providers, social service providers, other community-
based settings, etc.).

Have protocols for ensuring safe care transitions, including established
agreements and relationships with hospitals and other community-based
settings.

Establish a continuous quality improvement program that includes a
process for collection and reporting of health home data for quality
monitering and program performance; permits evaluation of increased
coordination and chronic disease management on individual-level clinical
outcomes, experience of care outcomes, and quality of care outcomes at
the population level,

Use data for population health management, tracking tests, referrals and
follow-up, and medication management.

Use health information technology to link services and facilitate
communication among interdisciplinary team members and other providers
to coordinate care and improve service delivery across the care continuum.

10



Provider Standards
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Health Information Technology

» Use health information technology to link services and
facilitate communication among interdisciplinary team
members and other providers to coordinate care and
Improve service delivery across the care continuum.

Demonstrate a capacity to use health information technology to
Ink services, facilitate communication among team members and
petween the health team and individual and family caregivers, and

provide feedback to practices, as feasible and appropriate.

I N.\ Department of 12
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Federal Rule Language

A proposal for use of health information technology In
providing health home services under this section and
Improving service delivery and coordination across the
care continuum (including the use of wireless patient
technology to improve coordination and management of

care and patient adherence to recommendations made by
their provider

Use of health information technology to link services, as
feasible and appropriate

I N.\ Department of 13
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SMDL

CMS recognizes the importance of health information technology in furthering the aims of the health
home model of service delivery. While States have the flexibility to determine how to use health
information technology in their health home models, CMS encourages States to consider utilizing
technologies to provide health home services and improve care coordination across the care
continuum.

CMS recognizes the importance of health information technology in furthering the aims of the health
home model of service delivery. While States have the flexibility to determine how to use health
information technology in their health home models, CMS encourages States to consider utilizing
technologies to provide health home services and improve care coordination across the care
continuum.

Monitor the use of health information technology to improve service delivery and coordination across
the care continuum (including the use of wireless patient technology in improving coordination,
management of care, and patient adherence to recommendations made by their providers).

N.\ Department of 14
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The hea
that qua

West Virginia

th home provider must use an electronic health record system
Ifles under the Meaningful use Provisions of the HITECH Act

which al

ows the patient’s health information and plan of care to be

accessible to the interdisciplinary team of providers. Providers may also
access The West Virginia Health Information Network (WVHIN), which
IS an interactive network.

As the use of HIT and the implementation of a statewide health
Information exchange evolve, it Is anticipated that the use of HIT to
support all of the health homes services will also evolve.

I N.\ Department of 15
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https://dhhr.wv.gov/bms/CMS/SMP/Documents/SPAs/SPAs%202017/SWIFT-022120174060-FinalResponse-WV%20SPA%2016-0007%20HH%20Approval%20Letter.pdf
https://dhhr.wv.gov/bms/WV%20Health%20Homes/ProviderInformation/Documents/WV%20Health%20Home%20Provider%20Standards%20V1%20(5).pdf

e
Minnesota

Utilize an electronic health record (EHR).

Use a patient registry to inform population management strategies,
identify and manage care gaps, and facilitate communication among
BHH services team members. Systematically use the patient registry
to identify specific population subgroups requiring specific levels or
types of care. The BHH services patient registry must contain
sufficient elements to issue a report that shows gaps in care and
needs for individuals and populations or population subgroups.

I N.\ Department of 16
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https://edocs.dhs.state.mn.us/lfserver/Public/DHS-6766-ENG

s
South Dakota

Health Home providers must have completed Electronic
Health Record (EHR) implementation and use the EHR as
Its primary medical record solution, prior to becoming a
Health Home provider. Health Home providers must
electronically report to the State (in a manner defined by
the Department of Social Services) information about how
the Core Services are being met and the outcome

measures.
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https://www.medicaid.gov/sites/default/files/State-resource-center/Medicaid-State-Plan-Amendments/Downloads/SD/SD-13-0008.pdf

ICM
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Habilitation and CMH Waiver

What should be included to articulate Standards for the
ICM population?

How should Habilitation and CMHW be incorporated?
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Payment Methodologies
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-
Caseload Assumptions

 Informed by:
* |owa Provider Data (Staffing Models Provided by Health Homes)
= Best Practice Research
* Prior Methodology used for benchmarking

« Updated to reflect IME’s preferred caseload allocation based on
population needs

« Varies based on role, age cohort, and tier

Optumasy

I N Department of 21
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Staffing Cost Assumptions
« Updated salary/wage with most recent Bureau of Labor
Statistics (BLS) data (CY2018)
« Gross up for other costs (Benefits, Indirect costs)

e Split into two categories:

— Caseload Staff (based on caseload)
— Program Level Staff allocated across tiers based on enrollment distribution

Budget Neutrality

Program-Level Staff Caseload Staff

Director Nurse Care Manager

Supervisor Care Coordinator

Peer Support Specialist
tumas
Oa.gmcsg

! N Department of 29
HUMAN SERVICES



Integrated Health Home: Wages from

Practice Staff Mean Wage per FTE

Nurse Care Manager (RN/BSN) $57,927

Case Manager (Mental Health and Substance Abuse Social $45,753
Workers)

Peer/ Family Peer Support Specialist (Community Health $39,513
Workers)

Supervisor (Medical and Health Services Manager) $86,712

Project Manager (Managers, all other) $92,258

! N Department of 23
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https://www.iowaworkforcedevelopment.gov/iowa-wage-report

-
Rate Considerations from Survey

 Staffing Ratio

e Other

— The gap between IHH and ICM requirements has narrowed
with both populations requiring a significant amount of
Intensive work

— Quality Assurance & Quality Improvement are needed

« Current Staff Wages and Benefits
— Competitive Wages and benefits

 Risk of members

I N.\ Department of o4
HUMAN SERVICES



Next Steps

* Review of this meeting’'s feedback

* Review Updated Workgroup Report

« Continue discussions on Rate Methodology and Billing
« Member Requirements

* Provider Requirements
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